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Abstract 
 
Malingering mental disorder for financial compensation can offer substantial rewards to those 
willing to do so. A recent review of UK medico-legal experts’ practices for detecting 
claimants evidenced that they are not well equipped to detect those that do. This is not 
surprising, considering that very little is known regarding why individuals opt to malinger. A 
potential construct which may influence an individual’s choice to malinger is their knowledge 
of the disorder, and when one considers the high levels of depression literacy within the UK, 
it is imperative that this hypothesis is investigated. A brief depression knowledge scale was 
devised and administered to undergraduate students (n=155) alongside a series of questions 
exploring how likely participants were to malinger in both workplace stress and claiming for 
benefit vignettes. Depression knowledge did not affect the likelihood of engaging in any 
malingering strategy in either the workplace stress vignettes or the benefit claimant vignettes. 
Differences were found between the two vignettes providing evidence for the context-specific 
nature of malingering, and an individual’s previous mental disorder was also influential.  
 
Keywords: malingering, mental health literacy, depression,  deception, cognitive load. 
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Introduction 
 
The worldwide prevalence of depression is increasing (GBD, 2015) and it is estimated that 
depression accounts for half of all psychiatric consultations and 12% of all hospital 
admissions (Kuo et al., 2015).  Estimations for the global prevalence of depressive disorders 
is estimated at 3.5% in males and  5.1%  in females (WHO, 2017) and the most debilitating 
depressive disorder, Major Depressive Disorder (MDD) is estimated to affect 7% of society 
according to the American Psychiatric Association (APA, 2013). This highly prevalent 
mental disorder seriously reduces the quality of life and also produces serious economic and 
social implications (Monaro et al., 2018). Such economic implications arise through a variety 
of avenues including the cost of treatment, the cost for employers covering absences from 
work,  and the cost associated with compensation. Indeed, the economic costs associated with 
depressive disorders are high and these are surely exacerbated by those willing to feign or 
exaggerate symptomology.  
  
In the United Kingdom, research has demonstrated that residents’ do not perceive 
fraudulently claiming mental disorder for financial compensation to be a severe act of 
criminality (Cartwright & Roach, 2016). This behaviour is defined clinically within the 
DSM-5 as malingering (APA, 2013). Estimations of the prevalence of malingered mental 
disorders vary substantially depending upon the context but within contexts involving 
compensation, depressive disorders are suggested to be malingered within 16.08% of cases 
(Mittenberg et al., 2002). One situation which presents itself to those willing to commit this 
type of behaviour is the road traffic accident (RTA). Research has alluded to fraud being rife 
within UK RTA claims through figures illustrating that between 2006-2011 the number of 
RTAs reduced by 20%, whilst the number of personal injury claims because of such 
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accidents increased by 60% (Merten, Dandachi-Fitzgerald, Hall, Schmand, Santamaria & 
Gozalez, 2013). A similar paradox to the one outlined within RTA claims is also evident 
within UK disability claims through a 44% increase in claims whilst the average health status 
according to the Department for Health and Pensions continues to improve (Merten et al., 
2013). 
 
Alongside fraudulent claims occurring within benefit payments and RTA claims, a further 
category of claims which are vulnerable to malingered depression, are psychological injury 
claims in the workplace. Yoxall, Bahr, and O’Neill (2017) suggest that in Australia between 
9-31% of workplace compensation cases for psychological injury involve some form of 
symptom exaggeration. Cartwright and Roach (2016) provide further insight into this issue in 
the UK and suggest that only 6% of individuals questioned would be likely to make up 
symptoms of mental disorder after having a traumatic experience in the workplace.  The 
claims culture in the UK is certainly a concern and the economic ramifications of fraudulent 
claims are vast affecting the regular insurance/ taxpayer, the insurance industry, and the 
government. Therefore, it is important to gain an in-depth understanding of those who 
commit fraudulent claims for psychological and physical injury.  
 
The first theoretical model of malingering labelled the criminological model was proposed by 
Rogers (1990) and this explanation is adopted in the  DSM-5 (APA, 2013), whereby 
malingerers are regarded as anti-social and bad. However, scholars are yet to find a definitive 
link between psychopathy or antisocial personality disorder and malingering (Wooley, 2013). 
A differing theoretical approach suggested by Rogers (1990) is the pathogenic model, which 
argues that individuals malinger due to an underlying psychological reason. The model posits 
that the production of malingered symptomology is an attempt to control underlying 
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psychopathology (Rogers, 1990; Rogers & Bender, 2003). This model of malingering is not 
well supported (Rogers, 2008) and is better placed to explain factious disorder. The final 
theoretical model is the adaptation model which suggests that malingering is due to the 
context of the situation and the individual making the best of a difficult situation through the 
consideration of rational choice (Rogers, 1990).  
 
At present, there is no clear and accepted explanation for why individuals malinger, although 
research has indicated that in a sample of Australian Psychologists the adaptational model 
receives the most support (Yoxall, Bahr & Barling, 2010). Other than the models suggested 
by Rogers (1990) very few attempts have been made to explain the behaviour. Typically, 
research has focused upon examining the response styles of malingering within one context 
(Peace & Masliuk, 2011), however, should one accept the premise of the adaptational model, 
then understanding the contexts in which an individual malingers is crucial. Research has 
demonstrated that feigning symptoms which have arisen because of a sexual assault, produce 
more exaggerated symptoms than RTA respondents (Edens et al.,1998). Furthermore, Peace 
and Masliuk (2011) reported that where the following motives, no motivation, compensation 
motive, attention-seeking motive, and revenge motive were implicit this resulted in different 
extents of symptom exaggeration. Participants in the revenge and compensation vignettes 
obtained the highest self-report symptomology scores (Peace & Masliuk, 2011). 
 
The definition given by the DSM-5 describes malingering as a singular construct despite 
research illustrating that malingering occurs at different levels (Walters, et al., 2008). 
Resnick’s (1997) proposes three types of malingering that can occur and these are as follows, 
pure malingering (Pure-M), partial malingering (Par-M), and false imputation (F-Imp). Pure-
M refers to a claimant who experiences no symptoms of disorder or impairment despite 
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claiming to suffer symptoms. Par-M refers to claimants who do suffer symptoms of disorder 
or impairment but exaggerate their symptoms to attain higher rewards. Lastly, F-Imp refers to 
claimants who experience genuine symptoms of disorder or impairment but attribute these to 
an event which did not cause the symptoms.   
 
Research indicates that Par-M is viewed as the least severe followed by F-Imp, and then 
Pure-M (Cartwright & Roach, 2016). Such findings are particularly important due to Par-M 
and F-Imp being argued to be the most difficult to detect due to the claimant experiencing 
some genuine aspect of the disorder (Cartwright, et al, 2016; Hall & Hall, 2006; Resnick & 
Knoll, 2005).  Cartwright and colleagues (2018) examined the assessment methods used 
within the UK to detect malingered mental disorder and uncovered numerous issues within 
clinicians’ assessments in compensation cases. As a result, a sister article was produced 
providing guidance on the most appropriate assessment tools to employ for detecting 
malingered psychopathology (Cartwright, 2018). Notably, it should be acknowledged that an 
extensive review of the methods for detecting malingering is not attempted here but should 
the reader require this  Rogers’ (2008) seminal text is advised.  
 
Extensive research within the deception literature indicates that telling a lie is cognitively 
taxing (e.g. Monaro, Gamberini & Sartori, 2017a; Monaro et al., 2017b; Monaro et al., 2018;  
Wang, Spezio, & Camerer, 2010; Vrij et al., 2008; Zuckerman, Depaulo, & Rosenthal, 1981). 
Through this knowledge, that lying is cognitively taxing, has recently led to the development 
of behavioural methodologies to detect malingering (Sartori et al., 2007; Ferrara et al., 2016; 
Sartori et al., 2016; Monaro et al., 2018). Such methods of lie detection are possible by 
measuring behavioural reactions such as response time which may be indicative of cognitive 
load. Such methods have demonstrated impressive discrimination rates when differentiating 
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malingers from genuine respondents in a variety of conditions including: whiplash (Sartori et 
al., 2007), phantom limb pain (Ferrara et al., 2016), psychogenic amnesia (Sartori et al., 
2016), and more recently depression (Monaro et al., 2018). 
 
In Monaro and colleagues’ (2018) recent paper a tool was developed based upon tracking and 
recording participants mouse movements whilst completing 76 questions deriving from 
numerous psychometric assessment instruments alongside questions regarding the experiment 
itself. 30 out of the 76 questions were categorised as simple questions and the remaining 46 
questions were categorised as complex and thus required greater levels of cognitive load. 
Through the analysis of behavioural responses to these questions (by tracking mouse 
movements), this resulted in an impressive accuracy rate of 96% when identifying simulated 
malingers (Monaro et al., 2018). Indeed, this is impressive and the practical implications of 
such an approach for clinical forensic practice are vast, although further research and 
development are required until such a tool could be implemented. The use of malingering 
detection approaches based upon identifying cognitive load as outlined above certainly 
demonstrates a move in the right direction for the detection of malingering and certainly 
overcomes some of the limitations associated with psychometric measures of malingering 
(Monaro et al., 2018) and clinicians’ assessments of malingering (Cartwright et al., 2018).  
 
Due to the recent success of applying the cognitive load approach to malingering, this led the 
current researchers to question whether cognitive load or lack of cognitive load could be an 
influential predictor in an individual’s decision to malinger. As a result, the present study 
seeks to explore whether those with a more sophisticated knowledge of mental disorder may 
be more likely to malinger as the cognitive load required to lie would be reduced. In a study 
which analysed the British social attitudes survey data, Holman (2014) evidenced that, in 
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general, the UK public has significantly more knowledge regarding depression as opposed to 
other disorders such as schizophrenia or asthma obtaining a diagnosis accuracy score of 72% 
in comparison to 35% and 62% respectively. Indeed, this suggests that the publics’ 
knowledge of depression is particularly pronounced, arguably due to the many campaigns 
aimed at increasing depression literacy in order to improve national mental health.    
 
Accurate knowledge of mental disorder clearly can be positive, however, the present article 
aims to investigate whether such knowledge could be associated with negative behaviours 
such as malingering. The present paper investigates the following research question, does a 
participant’s level of knowledge regarding depression affect their attitude towards 
malingering the disorder? The experimental hypothesis of the present study is that higher 
levels of depression knowledge will be associated with malingering being perceived less 
seriously. This hypothesis will be explored measuring participants’ attitudes towards 
malingering depression in order to receive benefit payments due to being unemployed and the 
malingering of depression to receive compensation for work placed stress. Both contexts 
have been chosen due to the paucity of research exploring these two areas which are clearly 
vulnerable to those willing to malinger depression.  
 
 
Method 
Ethics  
The present study was designed in accordance with the British Psychological Society’s code 
of human research ethics and was approved by Leeds Trinity University’s Ethics Committee.  
 
Participants  
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The sample consisted of 155 students studying at a UK university. As can be seen in table 
two the sample comprised of 123 females and 32 males with a mean age of 23.5 (SD=9.35). 
Students were recruited from advertisements sent via email to students on the following 
programmes: Criminology, Psychology, and Business Studies.   
 
Materials  
Brief Depression Literacy Scale  
After a search of the literature which resulted in two scales being created to assess depression 
literacy; Gabriel and Violato’s (2009) 27 item scale which achieved an internal reliability of 
α =.68, and the 22-item depression literacy questionnaire which achieved an internal 
reliability of α = .70 (Grifiths et al., 2004). For the present study, the two scales measured all 
aspects of depression literacy and thus were not necessary for investigating the present 
research question. The reason for this being is that the present study aims only to assess 
whether knowledge of depression influenced malingering as opposed to the wider constructs 
associated with depression literacy. Therefore, the Brief Depression Knowledge Scale was 
created comprising of 10 true or false questions which were generated based on the DSM-5 
(APA, 2013) diagnostic criteria for depression. As discussed in the results section the internal 
reliability of the scale was good reaching KR20= .69. The scale comprised of the following 
true or false questions:  
1. Feelings of sadness, emptiness, and hopelessness nearly every day is a symptom of 
depression  
2. Diminished interest or pleasure in almost all activities is a symptom of depression  
3. Inability to sleep or excessive sleep is a symptom of depression  
4. Weight loss at a change of more than 5% a month is a symptom of depression  
5. Weight gain at a change of more than 5% a month is a symptom of depression  
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6. Fatigue or loss of energy is a symptom of depression  
7. Feelings of restlessness is a symptom of depression  
8. Feelings of worthlessness or excessive or inappropriate guilt is a symptom of 
depression  
9. Diminished ability to think or concentrate or indecisiveness is a symptom of 
depression 
10. Recurrent thoughts of death or suicidal thoughts are a symptom of depression  
In order to calculate a participant’s total depression knowledge score, participants were 
allocated one point for every question they answered as being true except for question 3 
where they were allocated a point for answering the question as false. Following this, a total 
score can be calculated out of ten as a measure of a participant’s level of knowledge 
regarding depression.  
 
Brief Social Desirability Scale (Haghighat, 2007) 
The Brief Social Desirability Scale was used to capture the levels of social desirability due to 
the present article exploring contentious social behaviours. A discussion of social desirability 
is not provided here but should the reader wish to explore the theoretical underpinnings of 
social desirability, Tracey’s (2015) review is recommended. In short, social desirability is 
measured in the present study due to malingering being socially unacceptable and therefore 
participants may respond in a socially desirable way as opposed to honestly.  The scale 
comprises of four questions and allows researchers to assess whether social desirability is a 
confounding variable. The four questions are as follows:  
1. Do you always practice what you preach? 
2. Do you always keep your promises no matter how inconvenient they may be? 
3. Would you smile at people every time you meet them? 
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4. Would you ever lie to people? 
 
Procedure  
Once participants had agreed to take part they were directed to an online survey portal 
(Bristol Online Surveys) which displayed the study information sheet. Upon reading the 
information sheet participants completed the study consent form before being asked several 
demographic questions.  Following the demographic questions, participants were required to 
complete the Brief Depression Literacy Scale, followed by the Brief Social Desirability Scale 
(Haghighat, 2007).  
 
Upon completion of these questions, participants were asked to read two vignettes (displayed 
in table one), which were randomised to control for order effects. The first vignette placed 
participants in a situation whereby they had experienced stress due to work and then 
participants were asked three questions regarding how likely they would be to malinger 
depression. The three questions investigated how likely they would be to use an Par-M 
strategy, a Pure-M strategy, and an F-Imp strategy. Again, the order in which the three 
questions were displayed was randomised. Participants were required to respond to these 
questions using a 5 point Likert scale (not very likely, not likely, somewhat likely, likely, 
very likely). The second vignette placed participants in the same three questions as described 
above, however, the context changed to benefit payments.   Following completion, 
participants were displayed with a debrief form. 
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Table 1. Vignette Questions Displayed to Participants 
  
Malingering 
Strategy 
Vignette and question descriptions 
 Vignette A: You have recently been going through a 
stressful period at work. Please answer the 
following questions in relation to how likely you 
would be to do the following.  
 
Vignette B: You have recently been made unemployed 
and have made an application for benefit payments. 
Please answer the following questions in relation to 
how likely you would be to do the following. 
Par- M You are suffering from minor symptoms of 
depression following the stressful period at work, 
how likely are you to exaggerate these symptoms in 
order to claim a larger amount of personal injury 
compensation? 
 
You are suffering from minor symptoms of depression 
due to being unemployed. How likely are you to 
exaggerate these symptoms in order to obtain increased 
benefits? 
Pure- M Following your stressful experience at work you are 
not suffering from any symptoms of depression. 
How likely would you be to state that you were to a 
medical professional in order to obtain financial 
compensation? 
 
Following being made unemployed you are not 
suffering from any symptoms of depression. How likely 
would you be to state that you have been in order to 
obtain increased benefits? 
F-Imp You found yourself suffering from symptoms of 
depression before you experienced a stressful period 
at work, how likely are you to claim that you started 
suffering from these symptoms after the stressful 
work period in order to receive personal injury 
compensation?  
 
You found yourself suffering from minor symptoms of 
depression before your period of unemployment. How 
likely are you to claim that you started suffering from 
these symptoms due to being unemployed in order to 
obtain increased benefits? 
 
Analysis 
Non-parametric statistics were utilised due to the assumption of normality being violated with 
the Shapiro-Wilk test revealing that all dependent variables did not have a normal 
distribution. The following non-parametric inferential statistics were used in the present 
study: Spearman’s rho, Mann-Whitney U test, Friedman’s repeated measures ANOVA, and 
the Wilcoxon signed rank test.  Variables included in the analysis are as follows: participant 
demographics (including a self-report history of depression), measures of malingering, social 
desirability scores, and knowledge of depression scores.  
 
Results 
Table two displays the demographic information of the participants included in the present 
study.  
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Table 2. Participants’ Demographic Information  
 
Demographic variable Mdn, M, SD, %, n 
 
Age  
 
M=23.50 (SD=9.35) 
 
Sex  79.4% (123) Females  
20.6% (32) Males  
 
History of depressive symptomology  47.1% (73) No  
52.9% (82) Yes  
 
History of claiming disability allowance  93.5% (145) No 
6.5% (10) Yes 
 
History of claiming compensation  89% (138) No  
11% (17) Yes  
 
Depression literacy score  M=8.11 (SD=1.90) 
 
Social desirability score  
 
M=1.89 (SD=1.06) 
 N=155 
 
To determine the extent to which socially desirable responding influenced the participants’ 
responses, Spearman’s rho correlations were undertaken. As can be seen in table three 
Spearman’s rho correlations revealed that social desirability was significantly negatively 
correlated with four out of the six questions asked following the two vignettes. Thus, 
demonstrating that the results should be interpreted with caution as social desirability appears 
to be a confounding variable.  
 
 
Table 3. Spearman’s Rho Correlations for the Malingering 
Strategies Across the two Vignettes and Social Desirability Total 
Score 
 
Malingering Strategy  
 
rs for social desirability  
Pure-M disability allowance 
 
-.27** 
Pure-M compensation at work 
 
-.12 
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Par-M disability allowance 
 
-.23** 
Par-M compensation at work 
 
-.28** 
F-Imp disability allowance 
 
-.35** 
F-Imp compensation at work 
 
-.14 
** Correlation is significant at the.01level (2-tailed).          N=155 
 
This study primarily aimed to investigate whether depression knowledge affects the 
likelihood of participants’ taking part in a hypothetical malingering strategy, the Brief 
Depression Knowledge Scale was created. A Kuder-Richardson KR(20) analysis was run to 
determine the overall test reliability; the analysis indicated that the Brief Depression Literacy 
Scale had moderate reliability KR(20)=.69. Participants’ obtained an average score of 
M=8.12 (SD=1.90). Interpreting the KR(20) and the average score of 81% suggests that the 
depression knowledge questionnaire did not sufficiently discriminate those with high 
depression knowledge from those with low depression knowledge. Alternatively, it could be 
the case that participants within the present study had a very good knowledge of symptoms 
associated with depression. To determine whether depression knowledge affected the 
participants’ responses to the vignettes, further Spearman’s rho correlations were undertaken; 
no significant correlations emerged at the <.01 level (p=.37 - .87).  
 
Participants were asked prior to taking part in the survey whether they have previously 
experienced symptoms of depression. To determine whether those participants who have 
previously experienced symptoms of depression are more likely to engage in malingering 
strategies Mann-Whitney U tests were undertaken and the results are displayed in table three.     
Table 4. Likelihood of Malingering and Previous History of Depressive 
Symptomology 
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As can be seen in table four only one significant difference occurred. Those who had suffered 
from depressive symptoms in the past were more likely to malinger using an F-Imp strategy 
to claim compensation due to the stress experienced at work (Mdn=2.00 M=2.22) than those 
who have never experienced symptoms of depression (Mdn=2.00 M=1.89) U=2854, p=<.038, 
r=.17. Additionally, a further Man-Whitney U test was conducted to determine whether those 
who have experienced depressive symptoms in the past differ in their levels of depression 
knowledge than those who have not.  The Man-Whitney U test indicated that those who have 
experienced depressive symptoms in the past (Mdn=9.00, M=8.48) scored significantly 
higher than those who had not (Mdn=8.00, M=7.71) on the depression literacy questionnaire 
U=2379, p=<.024, r-.16.  
 
A further area of exploration was to determine whether the three malingering strategies were 
perceived with differing severity. To do this, Friedman’s repeated measures ANOVA was 
 
Malingering Vignette 
History of 
depression 
n=82 
No history of 
depression 
n=73 
  
Mdn M Mdn M U P r 
Pure-M disability 
allowance 
 
1.00 1.29 1.00 1.42 2703 .19 -.11 
Pure-M compensation at 
work 
 
1.00 1.57 1.00 1.70 2860 .59 -.04 
Par-M disability allowance 
 
2.00 2.04 2.00 2.12 2918 .78 -.02 
Par-M compensation at 
work 
 
1.50 1.70 2.00 1.97 2650 .18 -.11 
F-Imp disability allowance 
 
2.00 2.04 2.00 2.12 2443 .60 -.04 
F-Imp compensation at 
work 
 
2.00 1.89 2.00 2.22 2854 <.038 -.17 
                N=155 
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undertaken. Friedman’s ANOVA revealed a significant difference between the three 
malingering strategies in the vignettes examining compensation in the workplace 
x2(N=155,2)=29.86, p=<.001. Post-hoc pairwise comparisons using the Wilcoxon signed 
rank test indicated significant differences between: Par-M (Mdn=2.00, M=1.83) and Pure-M 
(Mdn=1.00, M=1.63) Z=-2.63, P=<.009, r=.21; F-Imp (Mdn=2.00, M=2.05)   and Par-M 
(Mdn=2.00, M=1.83) Z=-3.28, p=<.001, r=.26; and F-Imp (Mdn=2.00, M=2.05)  and Pure-M 
(Mdn=1.00, M=1.63) Z=-4.42, p=<.001, r=.36. The Friedman’s ANOVA investigating 
whether there is a significant difference between the three malingering strategies for claiming 
disability allowance evidenced that the three strategies were not viewed differently 
x2(N=155, 2)=4.76, p=.09.   
  
To determine whether the situation in which an individual malingers affects the likelihood of 
participants engaging in malingering Wilcoxon signed rank tests were undertaken. The first 
Wilcoxon test indicated that participants were significantly more likely to utilise an Pure-M 
(Mdn=1.00 M=1.63) for financial compensation in the workplace as opposed to using an 
Pure-M strategy to claim benefits (Mdn=1.35 M=1.00) Z=3.68, p=<.001, r=.30. Conversely, a 
second Wilcoxon test indicated that participants were significantly more likely to utilise an 
Par-M to claim benefits (Mdn=2.00 M=2.16) as opposed to using an Par-M strategy to claim 
financial compensation in the workplace (Mdn=2.00 M=1.83) Z=4.17, p=<.001, r=.33. The 
third Wilcoxon test indicated that the situation in which participants were asked about their 
likeliness of engaging in an F-Imp strategy did not result in a significant difference Z=.42, 
p=.67.  
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Discussion 
This article addressed an important and emerging area of research examining whether a 
relationship exists between depression knowledge and malingering. The findings reported 
here would suggest that an individual’s knowledge of mental disorder does not affect their 
likelihood of engaging in malingering for a financial reward and as a result the experimental 
hypothesis is not supported. Having said this, the Brief Knowledge of Depression scale used 
was unable to differentiate those with high levels of depression knowledge from those with 
lower levels. Indeed, it could be the case that the sample included in the present study have 
particularly high levels of knowledge or it might be the case that the UK population, in 
general, are well educated regarding depression. At the very least, this study corroborates 
previous research demonstrating that as a society we seem to have a high level of knowledge 
when it comes to depression (Holman, 2014). As a result, future research is needed to provide 
a better understanding of the relationship between knowledge of depression and malingering.  
 
The present study provides evidence that malingering is not a singular construct. The three 
strategies of malingering were perceived differently, with Pure-M being viewed more 
severely, followed by Par-M, and then F-Imp. However, this was only true for the workplace 
vignette as participants did not differentiate between the three malingering strategies in the 
benefit vignette. As a result, it is argued that the context in which an individual malingers is a 
significant factor in the causation of the behaviour. Interestingly, when the two contexts were 
compared individuals were more inclined to commit the more serious form of malingering 
(Pure-M) to obtain financial compensation in the workplace, but were more likely to use a 
Par-M strategy to obtain benefit payments than to behave in the same way for financial 
compensation in the workplace. This finding is complicated but provides further evidence of 
the complexity of the relationship between the context where one might malinger and an 
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individual’s choice to malinger. Individuals perceive totally fabricating symptoms to be 
significantly more serious if it is for benefit payments and it is suggested here, that this is 
perhaps due to a stigma attached to those who cheat the benefits system. A converse 
relationship is found when individuals are asked about simply exaggerating symptoms of 
depression and doing this to attain benefits is viewed more favourably than workplace 
compensation. However, F-Imp was viewed as the most favourable in both vignettes but the 
context in which participants were asked about this behaviour did not affect their responses.  
 
A further important finding is that those participants who self-reported previous histories of 
depression were significantly more likely to state that they would be willing to use an F-Imp 
strategy to claim workplace compensation, however, the same relationship was not found for 
the benefit vignette. To use an F-Imp strategy, participants need to have a previous history of 
mental disorder but considering that this study was simply exploring participants’ perceptions 
provides evidence that it is this type of malingering that is most likely to occur with 
individuals who have a history of mental disorder. This is concerning considering that it is 
argued to be the most difficult to spot (Cartwright et al., 2016; Hall & Hall, 2006; Resnick & 
Knoll, 2005). 
 
The present article provides further support for Rogers (1990) adaptational model of 
malingering by demonstrating how contexts can alter an individual’s attitude towards 
malingering. Furthermore, the present article suggests that cultural social forces may play a 
role in the decision to malinger whilst providing further evidence for the role of previous 
mental disorder. As a result, this research provides an indication of some factors that 
underpin Rogers (1990) adaptational model, however, an individual’s knowledge of the 
mental disorder is not one of these. Having said this, it is imperative that future research 
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investigates this hypothesis utilising a sophisticated measure of depression knowledge. Future 
research would be encouraged to measure all aspects of depression literacy and not simply 
individuals’ knowledge of depressive symptomology. The exploration of different mental 
disorders should also be encouraged within future research, as it may be the case that society, 
in general, has high levels of knowledge regarding depression.  
 
It must be acknowledged that this article is a theoretical approach to the study of malingering 
exploring attitudes and intentions as opposed to actual behaviour. Critics of this method will 
rightly outline that what people say and what they actually do are often two different things. 
Indeed, this is correct but the study of malingering is particularly problematic and alternative 
methodologies also suffer from internal reliability issues due to the problem of obtaining the 
ground truth. Furthermore, the reader must acknowledge that the sample size of the present 
paper is small and not representative of the UK demographic, however, it is argued that it is 
sufficient to investigate this study’s exploratory hypothesis of whether depression literacy 
influences malingering using bivariate analyses to detect correlation coefficients of 0.3 with 
an alpha level of 0.05 and a power of 80% (Bujang & Baharum, 2016). Future research 
nonetheless would be encouraged to increase the sample size to detect even smaller changes 
in the correlation coefficient, whilst utilising a cross-sectional design to recruit a 
representative demographic.  
 
In summary, the present paper offers a unique contribution to the malingering literature 
through the exploration of a previously untested hypothesis aimed at enhancing the 
understanding of malingering for financial compensation. The current understanding of 
malingering which outlines that it is context specific and the result of a cost-benefit analysis, 
is in no way sufficient or helpful to forensic examiners. As a result, the present paper 
KNOWLEDGE OF DEPRESSION AND MALINGERING  
provides a methodology for developing the theoretical explanations of malingering through 
testing the underlying constructs that may be influential during the would-be malingerer’s 
cost-benefit analysis.  
 
 
 
References  
 
American Psychiatric Association. (2013). Diagnostic and statistical manual of mental 
 disorders (5th  ed., text revision).Washington, DC: Author. 
 
Allen JJB. Clinical applications of the Concealed Information Test. In: Verschuere B, 
 Ben-Shakhar G, Meijer E. editors. Memory Detection. Theory and Application of the
  Concealed Information Test. Cambridge: Cambridge University Press (2011). pp. 
 231–252. 
 
Association of British Insurers. (2016). UK insurance &long-term savings key facts. 
 Retrieved August 2017 from: www.abi.org.uk 
 
Bujang, M., & Baharum, N. (2016). Sample Size Guideline for Correlation Analysis. World 
 Journal of Social Science Research, 3(1), 37. 
 http://dx.doi.org/10.22158/wjssr.v3n1p37  
 
Cartwright, A., & Roach, J. (2016). Fraudulently Claiming Following a Road Traffic 
 Accident: A Pilot Study of UK Residents’ Attitudes. Psychiatry, Psychology And 
 Law, 23(3), 446-461. http://dx.doi.org/10.1080/13218719.2015.1080148 
 
Cartwright, A., Roach, J., Wood, H., Wood, P. (2016). Mental Health Malingering and the 
 Fraudulent Motor Insurance Claimant. Open Access Journal of Forensic Psychology, 
 8, 1-16. 
Cartwright, A., Roach, J., & Armitage, R. (2018). Mission impossible? Assessing the veracity 
 of a mental health problem as result of a road traffic accident: a review of UK experts’ 
 practices. Journal of Forensic Psychiatry and Psychology, 30 (1), 89-111.  
  https://doi.org/10.1080/14789949.2018.1502338 
 
Cartwright, A. (2018). May the choice be with you: assisting practitioners with selecting 
 appropriate psychometric assessments for the medico legal arena.  Journal of 
 Criminal Psychology, 9, (1), 1-9.  https://doi.org/10.1108/JCP-02-2018-0007 
 
Edens, J., Otto, R., & Dwyer, T. (1998). Susceptibility of the Trauma Symptom Inventory to 
 Malingering. Journal of Personality Assessment, 71(3), 379-392. 
 http://dx.doi.org/10.1207/s15327752jpa7103_7 
Ferrara, S., Ananian, V., Baccino, E., Boscolo–Berto, R., Domenici, R., & Hernàndez-Cueto, 
C. et al. (2016). A novel methodology for the objective ascertainment of psychic and 
KNOWLEDGE OF DEPRESSION AND MALINGERING  
existential damage. International Journal Of Legal Medicine, 130(5), 1387-1399. doi: 
10.1007/s00414-016-1366-8 
Gabriel, A., & Violato, C. (2009). The development of a knowledge test of depression and its
 treatment for patients suffering from non-psychotic depression: a psychometric 
 assessment. BMC Psychiatry, 9(1). http://dx.doi.org/10.1186/1471-244x-9-56 
GBD (2015) Disease and Injury Incidence and Prevalence Collaborators. Global, regional, 
and national incidence, prevalence, and years lived with disability for 310 diseases and 
injuries, 1990–2015: a systematic analysis for the global burden of disease study 2015. 
Lancet, 388,1545–602.doi:10.1016/S0140-6736(16)31678- 
Griffiths, K. (2004). Effect of web-based depression literacy and cognitive-behavioral 
 therapy interventions on stigmatising attitudes to depression: Randomized controlled 
 trial. The British Journal of Psychiatry, 185(4), 342-349. 
 http://dx.doi.org/10.1192/bjp.185.4.342 
Haghighat, R.(2007). The development of the brief social desirability scale.  Europe’s Journal 
 of Psychology, 3 (4).  
Hall, R. C. W., & Hall, R. C. W. (2006). Malingering of PTSD: Forensic and diagnostic 
 considerations, characteristics of malingerers and clinical presentations. General 
 Hospital Psychiatry, 28, 525 – 535. doi:10.1016/j.genhosppsych.2006.08.011.   
Henderson, C., Evans-Lacko, S., & Thornicroft, G. (2013). Mental Illness Stigma, Help 
 Seeking, and Public Health Programs. American Journal Of Public Health, 103(5), 
 777-780. http://dx.doi.org/10.2105/ajph.2012.301056 
Holman, D. (2014). Exploring the relationship between social class, mental illness stigma and 
 mental health literacy using British national survey data. Health:: An Interdisciplinary 
 Journal For The Social Study of Health, Illness And Medicine, 19(4), 413-429. 
 http://dx.doi.org/10.1177/1363459314554316 
Judicial College. (2013). Guidelines for the assessment of general damages in personal 
 injury cases. 
Kuo, D., Tran, M., Shah, A. & Matorin, A. (2015). Depression and the Suicidal Patient. 
 Emerg Med Clin N Am, 33, 765–778. https://doi.org/10.1016/j.emc.2015.07.005 
 
Merten, T., Dandachi-FitzGerald, B., Hall, V., Schmandd, B., Santamaríae, P., & González-
 Ordi, H. (2013). Symptom validity assessment in European countries: Development 
 and state of the art. Clínica Y Salud, 24(3), 129-138. http://dx.doi.org/10.1016/s1130-
 5274(13)70014-8 
Monaro, M., Gamberini, L., & Sartori, G. (2017). The detection of faked identity using 
 unexpected questions and mouse dynamics. PLOS ONE, 12(5), e0177851.  
 doi: 10.1371/journal.pone.0177851 
Monaro, M., Galante, C., Spolaor, R., Li, Q., Gamberini, L., Conti, M., & Sartori, G. (2018). 
Covert lie detection using keyboard dynamics. Scientific Reports, 8(1). doi: 
10.1038/s41598-018-20462-6 
Monaro, M., Gamberini, L., Zecchinato, F., & Sartori, G. (2018). False Identity Detection 
Using Complex Sentences. Frontiers In Psychology, 9. doi: 10.3389/fpsyg.2018.00283 
KNOWLEDGE OF DEPRESSION AND MALINGERING  
Monaro, M., Toncini, A., Ferracuti, S., Tessari, G., Vaccaro, M., & De Fazio, P. et al. (2018). 
The Detection of Malingering: A New Tool to Identify Made-Up Depression. Frontiers 
In Psychiatry, 9. doi: 10.3389/fpsyt.2018.00249 
Peace, K., & Masliuk, K. (2011). Do Motivations for Malingering Matter? Symptoms of 
 Malingered PTSD as a Function of Motivation and Trauma Type. Psychol. Inj. and 
 Law, 4(1), 44-55. http://dx.doi.org/10.1007/s12207-011-9102-7 
Resnick, P. (1977). Malingering of posttraumatic disorders. In: Rogers R, editor. Clinical 
 assessment of malingering and deception (pp 130 – 52) (3rd ed,). New York, Guilford 
 Press.  
 
Resnick, P., & Knoll, J. (2005). Faking it: How to detect malingered psychosis. Current 
 Psychiatry, 4 (11), 12-24.  
 
Rogers, R. (1990). Development of a new classificatory model of malingering. Bulletin of the 
 American Academy of Psychiatry and Law, 18, 323-333. 
 
Sartori G, Agosta S, Gnoato F. High accuracy detection of malingered whiplash syndrome. 
 In: International Whiplash Trauma Congress. (Miami, FL) (2007). 
 
Sartori G, Orrù G, Zangrossi A. (2016). Detection of Malingering in personal injury and 
  damage ascertainment. In: Ferrara SD, Boscolo-Berto R, Viel G, editors. Personal 
 Injury and Damage Ascertainment under Civil Law. Springer, pp. 547–58. 
 
Tracey, T. (2016). A note on socially desirable responding. Journal Of Counseling 
 Psychology, 63(2), 224-232. doi: 10.1037/cou0000135 
 
Transport Committee (2013). Cost of motor insurance: whiplash. Retrieved November 2013 
 from:http://www.publications.parliament.uk/pa/cm201314/cmselect/cmtra
 n/117/11704.htm. 
 
Vrij, A. (2008). Detecting Lies and Deceit, pitfalls and opportunities (2nd Ed.). John Wiley 
 and Sons, Chichester, UK. 
Van 't Veer, A., Stel, M., & van Beest, I. (2013). Limited Capacity to Lie: Cognitive Load 
 Interferes with Being Dishonest. SSRN Electronic Journal. 
 http://dx.doi.org/10.2139/ssrn.2351377 
 
Wang, J., Spezio, M., & Camerer, C. (2010). Pinocchio's Pupil: Using Eyetracking and Pupil 
 Dilation to Understand Truth Telling and Deception in Sender-Receiver Games. 
 American Economic Review, 100(3), 984-1007. 
 http://dx.doi.org/10.1257/aer.100.3.984 
 
Walters, G., Rogers, R., Berry, D., Miller, H., Duncan, S., & McCusker, P. et al. (2008). 
 Malingering as a categorical or dimensional construct: The latent structure of feigned 
 psychopathology as measured by the SIRS and MMPI-2. Psychological Assessment, 
 20(3), 238-247. http://dx.doi.org/10.1037/1040-3590.20.3.238 
 
World Health Organisation (2017). Depression and other common mental disorders: Global 
 Health Estimates. Retrieved 10.12.18 from: 
KNOWLEDGE OF DEPRESSION AND MALINGERING  
 http://apps.who.int/iris/bitstream/handle/10665/254610/WHO-MSD-MER-2017.2-
 eng.pdf;jsessionid=66EA1DAD96C16684C8343F4DA848A025?sequence=1  
 
Yoxall, J., Bahr, M. & Barling, N. (2010). Australian psychologists' beliefs and practice in 
 the detection of malingering. In R.E. Hicks (Ed.), Personality and individual 
 differences: Current directions (pp. 315-326). Bowen Hills: Australian Academic 
 Press.   
 
Yoxall, J., Bahr, M., & O'Neill, T. (2017). Faking Bad in Workers Compensation 
 Psychological Assessments: Elevation Rates of Negative Distortion Scales on the 
 Personality Assessment Inventory in an Australian Sample. Psychiatry, Psychology 
 and Law, 1-12. http://dx.doi.org/10.1080/13218719.2017.1291295 
Zuckerman, M., DePaulo, B. M. and Rosenthal, R. (1981) Verbal and non-verbal 
 communication of deception. In L. Berkowitz (ed.), Advances in experimental and 
  social psychology (Volume 14, pp. 1-59), New York: Academic Press 
 
 
About the Authors 
 
Dr Ashley Cartwright is currently a Senior Lecturer in Criminology at Leeds Beckett 
University. His research interests relate to the application of Psychology to criminal justice 
contexts, specifically malingering for financial compensation and policing.  
 
Rebecca Donkin is a BSc Psychology graduate from Leeds Trinity University.  
